We congratulate Hancock and colleagues for undertaking a randomized trial which in part, examined the effectiveness of an eclectic approach to manual therapy for non-specific low back pain (LBP) [8]. These results were reported elsewhere and demonstrate that individuals with non-specific LBP, who receive paracetamol and advice from a general medical practitioner, do not experience a shortened time to recovery with the addition of diclofenac or an assortment of manual therapy techniques.
To the Editor:
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The authors carried out a secondary analysis of this data [9] to evaluate the performance of a clinical prediction rule [3] , which identifies individuals who have a high probability of achieving clinical success with a combination of a spinal manipulation technique and therapeutic exercise. It appears in part, that the authors sought to determine whether the prediction rule would also identify patients with LBP who experience clinical success with treatment consisting of a diverse collection of predominantly mobilization techniques, in the absence of therapeutic exercise, and when applied in a non-standardized manner. Curiously, while the authors felt the need to highly standardize the medical treatment (e.g., drug, dosage, frequency) in this trial, there was no like effort to standardize the manual therapy approaches. The inevitable result was that the clinicians utilized a diverse mix of manual therapy techniques, which may be an explanation for the lack of clinically important change in those receiving this therapy. Indeed, a recent metaanalysis [10] investigating manual therapy as a treatment for non-specific LBP, observed smaller treatment effects in trials where clinicians were not restricted as to the type of treatment technique. Given these differences in treatment type and application, it is clear that the treatment employed in this trial differs greatly from those used to develop [3] and validate [1] the clinical prediction rule, on which this analysis was purportedly evaluating.
The terminology used to describe manual therapies has been identified as problematic [4] . Only 5% of all manual treatments in this study involved spinal manipulation, and yet Hancock and colleagues chose to use the term ''spinal manipulative therapy'' to describe the treatment evaluated in these papers. This is confusing to the biomedical community who may not understand the subtle differences in terminology used by clinicians and researchers who employ these treatments. While we feel confident that this was not an attempt at obfuscation by the authors, this appears to be the result nonetheless. Secondary sources such as Medscape Ò , have cited the author's work as evidence arguing against the effectiveness of spinal manipulation [11] . We respectfully suggest that in future work, researchers differentiate between manipulation (i.e., thrust or high-velocity passive joint movements) and mobilization (i.e., non-thrust or low velocity passive joint movements) to avoid on-going confusion over this issue.
The analysis conducted by Hancock et al. does contribute to a greater understanding of the performance of the clinical prediction rule, when a very different treatment package is utilized. In other words; a prediction rule which identifies individuals likely to experience clinical success with manipulation and therapeutic exercise, does not identify individuals who experience clinical success when receiving a variety of mobilization techniques directed at the thorax, lumbar spine, pelvis and hips. Unfortunately, Hancock and colleagues chose to frame their results by questioning the external validity of the clinical prediction rule. We find this curious, as the prediction rule is part of a treatment-based approach to sub-grouping individuals with LBP [7] . It appears that the treatment received by individuals in this trial is very different than the manipulation and exercise techniques which have been the basis of previous investigations of the prediction rule [1-3, 5, 6] . Given these differences, we fail to understand how the results of this secondary analysis can be used to shed light on the clinical utility of the prediction rule, when used in a manner for which it was intended; that being the application of therapeutic exercise and a manipulation technique to individuals with specific prognostic indicators. We would make the argument that the findings of Hancock and colleagues do not test the validity of the prediction rule, but make the case for the implementation of the rule in the same manner as it was developed, validated and examined in other clinical settings. 
